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Summary 
Although there have been positive pockets of change, no country has yet turned around its 
obesity epidemic. Preventing an increase in obesity prevalence will require urgent actions 
from government as well as a broader spectrum of stakeholders than previously emphasized.  
In this paper, we review a number of regulatory and non-regulatory actions taken around the 
world to address obesity and discuss some of the reasons for the patchy progress. In addition, 
we preview the papers in this Lancet series, which each identify priority actions on key 
obesity issues and challenge some of the entrenched dichotomies that present obesity and its 
solutions in “either/or” terms. Although obesity is acknowledged as a complex issue, many 
debates about its causes and solutions are centered around overly simple dichotomies that 
present seemingly competing perspectives. Examples of such dichotomies explored in this 
series include: individual versus environmental causes of obesity, personal versus collective 
responsibilities for actions, supply versus demand explanations for consumption of unhealthy 
food, government regulation versus industry self-regulation, top down versus bottom up 
drivers for change, treatment versus prevention priorities, and under versus over nutrition 
focus. In the current paper, we explore the dichotomy of individual versus environmental 
drivers of obesity, which lay out two truths: people bear some personal responsibility for their 
health and environmental factors can readily support or undermine the ability of people to act 
in their self-interest. We propose a re-framing of obesity that emphasizes the reciprocal 
nature of the interaction between the environment and individual. Current food environments 
exploit people’s biological, psychological, social, and economic vulnerabilities, making it 
easier for them to eat unhealthful foods. This leads to preferences and demands for foods of 
poor nutritional quality, thus sustaining the unhealthful food environments. Breaking these 
vicious cycles will need regulatory actions from governments and greater efforts from 
industry and civil society.  
Box 1 Key Messages  
1. In 2013, the Member States of the World Health Organization adopted the Global Action Plan for the 
Prevention and Control of Non-communicable diseases, 2013-2020, which outlines a target of no 
increase in obesity prevalence.  
2. Apart from economic crisis, no country has yet turned around its obesity epidemic. Although there 
have been positive pockets of change, these mainly reflect a flattening of childhood obesity in some 
cities and countries with already high rates. Barriers to action have included industry pressures, limited 
ability or unwillingness of governments to implement policies, and lack of pressure from civil society 
for policy action. 
3. There is emerging consensus on core policy actions that should be taken to promote healthy diets. We 
use the NOURISHING framework created by the World Cancer Research Fund International to 
categorize and describe these actions. The framework identifies possible policy actions across three 
broad domains: the food environment, the food system, and behavior change communication.  
4. Global actions to address obesity span limiting marketing to children, regulating food nutritional 
quality and availability in schools, front-of-package nutrition labeling, taxes on sugar-sweetened 
beverages, public service campaigns, financial incentives to improve food retail environments, private-
public partnerships to encourage food industry reformulation, and health in all policies approaches by 
governments, among others. 
5. Divergent beliefs about what drives and sustains obesity exist. The way the problem is framed 
underlies all of the existing barriers. In this paper, we examine the false dichotomy that obesity is 
driven by either individual choice or environmental influence and suggest these two competing 
perspectives be merged to reflect the reciprocal relationship between the individual and the 
environment. 
6. The problem of obesity must be re-framed to reflect the interaction between two truths: individuals 
bear some personal responsibility for their health and environmental factors exploit biological, 
psychological, social, and economic vulnerabilities that promote overconsumption of unhealthy foods. 
A vicious cycle is then created. Preferences and demand for unhealthy products are not only shaped by 
the environment, but they then in turn sustain existing environments that encourage consumption of 
unhealthy foods. This cycle makes it difficult for people to act in their self-interest, but can be broken 
with regulatory actions from governments and efforts from industry and civil society. 
Introduction  
Overweight and obesity continue to rise in every corner of the world, affecting all social, 
cultural, and economic groups.1 In 2010, elevated body mass index (BMI) accounted for 
about 2.8 million annual deaths.2 In the first Lancet Series on Obesity in 2011, the 
globalization of food systems that promote ‘passive overconsumption’ of energy-dense, 
nutrient-poor foods and beverages was identified as the major driver of the obesity 
pandemic.3 At that time, projections of increasing burdens of obesity and its related diseases,4 
as well as predictions of high associated economic costs, highlighted the need for urgent and 
substantial action. Policy and regulatory actions were identified as the most effective and 
cost-effective means of tackling the problem.5 What progress has been made since then? 
 
The most important global step has been the adoption in 2013 by the Member States of the 
World Health Organization (WHO) of the Global Action Plan for the Prevention and Control 
of Non-communicable diseases, 2013–20206 with its accompanying Global Monitoring 
Framework.7 This framework includes obesity targets for adults and adolescents, and 
recommended indicators to track progress. The obesity target in the Monitoring Framework 
appears modest: no increase in prevalence from 2010 to 2025. The WHO’s plan to address 
maternal, infant and young child feeding likewise calls for a zero increase in prevalence in 
children.8 Yet, achieving even this seemingly low bar is one of the largest challenges of all 
the global non-communicable disease targets and will require urgent actions from 
governments as well as a broader spectrum of stakeholders than previously emphasized. 
 
Apart from economic crisis,9 no country has yet turned around its obesity epidemic. Although 
there are some positive pockets of change, these mainly reflect a flattening of childhood 
obesity in some cities and countries where rates were already high.10 Even where there has 
been progress, there is widening inequality in obesity prevalence.11 The papers in this second 
Lancet series on obesity collectively ask what else is needed to meet the global targets of no 
increase in obesity and diabetes. The first Lancet series on obesity explained the reasons for 
the rise in obesity, the projections for the future, and the specific actions needed to reverse 
these trends. The current series identifies the pockets of progress around the world but then 
takes a deeper, systemic analysis of several key aspects of obesity to identify underlying 
barriers to progress and propose different ways of thinking and new ways to accelerate 
progress. In addition, the papers challenge some of the entrenched competing perspectives 
that present obesity and its solutions in “either/or” terms. Although obesity is acknowledged 
as a complex issue, many debates about its causes and solutions center around overly 
simplistic dichotomies that present seemingly competing perspectives. Examples of such 
dichotomies include individual versus environmental causes, personal versus collective 
responsibilities for actions, supply versus demand explanations for consumption of unhealthy 
food, government regulation versus industry self-regulation, top-down versus bottom up 
drivers for change, treatment versus prevention priorities, under nutrition versus over 
nutrition focus, and so on. Examining the junctures where these competing analyses intersect 
has led to the emergence of important new insights discussed in this series.  
 
Throughout the series, multiple examples of progress are described and these exemplars 
provide important evidence that the actions recommended by WHO’s Global Non-
communicable Disease Action Plan are indeed feasible. However, global progress remains 
very limited. In the present paper, we first review a number of regulatory and non-regulatory 
actions taken around the world to address obesity and discuss some of the reasons for the 
patchy progress. We then examine one dichotomy that has shaped the framing of obesity: 
obesity is driven by either individual choice or environmental influence. We suggest these 
two competing perspectives be merged to reflect the interaction occurring between the 
individual and the environment. Finally, we preview the remaining papers in this series, most 
of which have a focus on food and diets, rather than physical activity, which was discussed in 
another recent Lancet Series.12 
 
Recent Global Actions to Address Obesity 
There is reason to feel optimistic about the future of obesity prevention, as many countries 
have been stepping up their actions to address unhealthy diets. To start, 89% of governments 
report having units dedicated to non-communicable diseases (including obesity).13 There has 
also been an emerging consensus, based both on research and practice, of the core policy 
actions that can be taken to promote healthy diets.6,14–16 These policy areas have been brought 
together in the NOURISHING framework, created by the World Cancer Research Fund 
International.17,18 The framework identifies 10 areas where policy actions can be taken within 
three broad domains: the food environment (e.g., nutrition labeling, economic tools, 
restricting food advertising, incentivizing healthy retail environments), the food system (e.g., 
encouraging healthy behaviors through health-related and non-health related policies (‘health 
in all policies’)), and behaviour change communication (e.g., healthcare visits and nutrition 
counselling interventions, public awareness campaigns). The ten areas are globally 
applicable, while recognizing that they would need to be adapted to the different country 
contexts and populations.  
[Insert Figure 1 About Here] 
NOURISHING also provides a structure to categorize and monitor global policy actions. The 
good news is that international policy actions have been taken across the NOURISHING 
framework. The majority of countries now have some form of strategy or action plan on 
obesity and/or healthy eating. For example, Chile has just passed a “General law” for obesity 
prevention, which includes limiting marketing to children, regulating food availability in 
schools, and front-of-package food labeling.19 Peru is in the process of discussing a similar 
law in congress.19 There have been several regional political declarations of commitments to 
action but it is uncertain how many policies and actions stem from broad declarations. 
Examples include the 2007 Declaration of the Port of Spain by the heads of government of 
the Caribbean Community,20 the 2011 Pan American Conference on obesity in Aruba,21 the 
2006 European Health Ministers’ meeting on Childhood Obesity in Istanbul,22 and  the 2013 
Pacific Health Ministers’ meeting in Apia.23  However, a number of countries have taken 
concrete steps to address obesity. We now describe a series of policy actions that have been 
taken across the three key domains of the NOURISHING framework: food environment, 
food system, and behaviour change communication actions. 
 
Food Environment Actions   
At least fifty countries now require nutrition information labeling on most pre-packaged 
foods, and several countries have developed interpretative front-of-package nutrition labeling 
schemes.24 For example, in 2013, Ecuador announced the eventual adoption of a front-of-
package traffic light nutrition labeling system for packaged foods.24 Australia has developed 
a Health Star Rating system for foods and beverages, which will initially be voluntary, 
moving to mandatory if there is insufficient uptake by industry.24 Mexico implemented a tax 
on sugar-sweetened beverages and other ‘junk foods’ and many countries already have or are 
actively pursuing taxes on sugar-sweetened beverages to combat both obesity and dental 
disease.25,26 South Korea27 and the UK28 have imposed restrictions on TV advertising of 
energy-dense and nutrient-poor foods for children. In the United States, New York City has 
been a leader in obesity prevention by using a wide range of policy tools to improve the food 
and physical activity environments, promote healthy behaviours, and improve preventive 
health services.29 Swinburn et al., describe the New York City efforts in the current Lancet 
Series.11 
 
There have also been a number of school-focused policies. Since 2011, the Dubai 
government has been enforcing new guidelines that ban junk food and soft drinks in all 
public and private schools.30 The Mexican government also implemented food regulations 
aimed at improving the availability and accessibility of healthy foods and beverages in 
schools.31 These regulations include well-defined nutritional criteria and specific 
recommendations for a healthy midday snack. Hawkes et al in this current Lancet series 
discusses the evidence of the effectiveness of some of these policies.32 
 
There have also been instances of quasi-regulatory actions that provide financial incentives to 
businesses to advance public health while encouraging and rewarding private sector 
innovation.33 For example, private philanthropies have partnered with government agencies 
to incentivize improvements to the food retail environment by funding healthy food financing 
initiatives in US cities and states such as Philadelphia, Louisiana, and California.33–36 
 
Food System Actions  
Governments are taking a number of steps to harness action across sectors. South Australia 
has implemented a health-in-all-policies approach which emphasises that government 
objectives for a healthy population are best achieved when all sectors include health and 
wellbeing as a key component of policy development.37 In Australia, a national policy to 
improve the health of workers, children, and communities has been backed by over $AUD 
100m per year for 9 years.38 The State of Victoria has opted to use its funding to establish a 
systems-based prevention approach through local governments in high need areas.39 Within 
the Healthy Together Victoria initiative, the local health promotion professionals do not 
deliver programs or projects but they support local settings and community leaders to map 
their systems (such as food provided in schools or fruit and vegetable supply in a town) and 
identify and activate the levers within the system to promote healthy food and physical 
activity environments and behaviours. 
 
Local governments traditionally have regulated the use of land through comprehensive land 
use planning processes, zoning controls, transportation planning, and the like. Increasingly, 
these planning processes are being integrated with public health goals to address issues such 
as obesity and other chronic conditions.40–42 Governments are using these tools to require that 
new housing and commercial developments adhere to active or transit-oriented design 
guidelines,43–48 to increase access to healthy foods such as farmers markets49 or limiting fast-
food outlets and mobile vendors of healthy food carts,50,51 and to increase physical activity 
access through bike lanes,42 green space,42 complete streets,52,53 and safe routes to school or 
slow speed zones.54 South Africa recently adopted a Strategic Plan for the Prevention and 
Control of Non-Communicable Diseases 2013-2017 that includes a health in all policies 
framework.55  
 
Countries have also taken action further upstream in the food system to promote healthier 
eating. For example, Samoa, which has one of the world’s highest prevalence of overweight 
and obesity at 85%,56 instituted a ban on the importation of fatty turkey tails.57 The World 
Trade Organisation forced the withdrawal of the ban and now Samoa is developing less trade 
restrictive policies to achieve a similar outcome.  In addition, governments have developed 
procurement policies with model nutrition standards for government workplace cafeterias and 
snack shops, schools, park and recreation departments, hospitals, prisons and jails, and 
nursing homes.58 Brazil has integrated development of family farming with school meal 
procurement programs. During President Luiz Inacio Lula da Silva’s administration, the 
government changed procurement policies, favoring the purchase of non-processed, fresh, 
locally produced foods such as rice, beans, vegetables and fruits for the meals programme of 
over 45 million children in the public education system. The programme has been successful 
in improving the nutrition quality of the meals, thus reducing the risk of obesity, while at the 
same time supporting local family and cooperatives by requiring that at least 30% of all foods 
supplied to schools come from local producers.19,59,60 The strategy has now been extended to 
Africa.61  
 
To spur change in the food supply to promote health, many governments have developed 
initiatives that engage with the food industry, such as the U.S. White House Task Force on 
Childhood Obesity (created in conjunction with US First Lady Michelle Obama’s “Let’s 
Move” initiative).62 As part of these efforts, companies have taken specific actions to only 
permit advertising that meets specified nutritional standards, improve the health of children’s 
menu items and reduce calories and sodium in their menu offerings, lower the costs of fruits, 
vegetables, and whole grains, and work with manufacturers to eliminate trans fats and reduce 
sugar and sodium in products sold in their stores. In addition, through the Healthy Weight 
Commitment Foundation, a group of the largest food manufacturers have pledged to cut 1.5 
trillion calories from food supply by 2015. An initial report indicated that the companies 
succeeded in selling 6.4 trillion fewer calories in 2012 relative to 2007.63  
 
Since launching in 2011, the Responsibility Deal in England has also motivated a series of 
pledges that have prompted healthy actions by food companies.64,65 Over 70 percent of the 
fast food and takeaway meals sold have calories labelled on menus; 22 companies, 
representing two-thirds of pre-packaged food, have pledged to implement the UK 
Government’s 2013 recommended Front of Pack Nutrition Labelling scheme; the top ten 
major supermarkets and 65% of major high street and contract caterers have committed to 
removing artificial trans fats; almost half of the food manufacturing and retail industry has 
committed to reducing saturated fat content across a range of products; 70 percent of the 
retail market and 65 percent of the major high street and contract caterers committed to salt 
reduction; and 36 leading food and drink companies have signed up for a calorie reduction 
pledge.  In the final paper in this Lancet series, Swinburn and colleagues discuss the ways in 
which these companies are being held accountable for these changes.11  
 
Behaviour Change Communication Actions 
There have also been a number of examples of behavior change communication strategies. 
China has focused its efforts to date on the development and promulgation of guidelines, 
including Guidelines for Prevention and Control of Overweight and Obesity of 
Chinese Adults and Guidelines on Snacks for Chinese Children and Adolescents.66 The 
government has also launched a small number of campaigns, notably the 121 Health Action 
strategy of ‘ten thousand steps a day, the balance of eating and activity and a healthy life' in 
2007.66 In 23 Latin American countries surveyed by WHO, 70% reported having programs 
related to food-based dietary guidelines, nutritional counseling in primary care, and public 
service campaigns.67 
 
There have also been numerous examples of public service campaigns launched in the United 
States, including New York City’s ‘pouring on the pounds’ public education campaign that 
highlights the risk of over-consuming sugar-sweetened beverages;68 this campaign was 
coupled with a number of policy changes as well. Los Angeles, California launched a ‘Sugar 
Pack’ campaign designed to inform consumers about the number of sugar packs in sugar-
sweetened beverages, using transit and billboard ads, and social media messaging.69  In West 
Australia, the public health education campaign LiveLighter has been launched to encourage 
healthier dietary and physically activity habits.70 One component of LiveLighter is a mass 
media campaign, coupled with other efforts to engage communities through social media, 
online and print resources, advocacy efforts and engagement with retailers.  
 
Not Enough Progress 
Obesity and related non-communicable diseases are being taken more seriously than ever 
before by many governments. However, although we reviewed a number of promising policy 
actions from across the globe, there is still a long way to go in terms of the quantity and 
quality of food policy actions and understanding their effectiveness. Many countries lack 
policies. According to the WHO, about one quarter of countries did not have a policy on 
unhealthy eating in 2010, and few countries had developed policy options in all the key 
areas.13 Low-income countries fare worse; over 50% of these said they had no policy on diet 
compared with 9% of high-income countries. For example, while almost all high-income 
countries report some kind of initiative to promote fruit and vegetable consumption among 
school children,71,72 a survey by FAO found very few middle-income countries have 
undertaken such efforts.73  
 
As policy develops from developmental stages through to actual implementation, there is a 
tendency for the educational programs to make it through but for the regulatory and fiscal 
measures to become stalled and unimplemented. The actual implementation of strategies to 
address obesity has largely favoured behaviour change communications over changes in food 
and physical activity environments.74,75 Further, although we described some promising 
examples of governments engaging industry to promote healthier diets, some of these efforts 
have occurred in place of government regulatory intervention, rather than alongside. For 
example, in the case of food promotion to children, the majority of actions taken around the 
world have been in the form of “approving” self-regulation.76 Internationally, there are now 
more industry-led “pledges” on food advertising to children than government regulations.77 
However, a major concern with industry regulation is the failure of these efforts to be 
sufficiently comprehensive in scope, rigorous in the nutritional criteria, or adequate in their 
enforcement and sanctions.78,79 
 
The Second Lancet Series on Obesity 
In the current Lancet Series, each paper tackles a particular set of actions that will be crucial 
to achieving global and national progress.  In doing so, the papers challenge several 
dichotomies that frame obesity and its solutions in overly simplistic ‘either/or’ terms. 
Interrogating these dichotomies has generated new perspectives and actions. The papers 
argue that we need to intervene where the dichotomies overlap; bridging these seemingly 
competing perspectives is where action is often most needed. Throughout the series, we use 
examples and case studies to provide policy makers with compelling examples of how to 
think about and implement the necessary changes.  
 
Barriers to Progress 
There are many reasons for the patchy progress on obesity prevention as discussed 
throughout this Series. These include industry pressures and pushback against food policies 
designed to improve public health, the limited ability or unwillingness of governments to 
implement policies, and lack of pressure from civil society for policy action. There are a 
range of reasons for limited demand for action from civil society, including lack of 
organizations and capacity, limited funding, weak coordination, and low priority of these 
issues.80   
 
In the current paper, we examine the framing of obesity, which underpins many of the 
barriers. By framing, we are referring to divergent beliefs about what drives and sustains 
obesity. Public health problems often tend to be viewed from one of two competing 
perspectives: an individualizing frame that places responsibility on the individual or a 
systemic frame that places responsibility on environmental and social forces. These frames 
can have a powerful influence on public opinion as well as support for and enactment of 
competing policies.81–83 Systemic frames tend to encourage government action on behalf of 
the public’s health, while individualizing frames tend to point towards no or limited 
government action.84 However, this dichotomy stagnates progress. In reality, these frames lay 
out two truths: that people bear some personal responsibility for their health and that 
environmental factors can readily support or undermine the ability of people to exercise 
personal responsibility. Further, the individual and environment can interact in reciprocal 
ways – the environments deliver large amounts of unhealthy foods for individuals, which 
influences their food preferences and sustains or increases the demand for unhealthy foods. 
The key insight lies at the interaction of the two truths of personal responsibility and 
environmental influence. 
 
A series of forces in the environment are currently exploiting biological, psychological, 
social, and economic vulnerabilities of individuals in ways that undermine people’s ability to 
act in their self-interest. The influence of the current environment on the individual in turn 
impacts the way individuals shape their environments. This opens up opportunities to break 
this vicious cycle through government regulation and efforts from industry and civil society, 
rather than trying to intervene on individuals or their environments in isolation.  
 
Biological Vulnerabilities  
Modern food environments are filled with nutrient-poor, energy-dense foods. These foods are 
highly palatable and processed in ways that make it difficult for the body to regulate intake 
and weight. Although the perception that certain foods can be addictive is widespread in 
popular culture, science is trying to understand whether certain foods act on the brain in ways 
that mimic addictive substances like drugs. 
 
Incentivized to maximize profits, the food industry manipulates ingredients like sugar, fat, 
and salt along with flavor enhancers, food additives, and caffeine to increase the reward value 
of foods.85 Many ultra-processed foods are also stripped of fiber and protein, two components 
that help slow absorption of ingredients like sugar into the bloodstream. Rat research 
suggests that exposure to ultra-processed foods high in added sugar, fat, and salt leads to 
behavioral86 and neurobiological changes86 consistent with an addictive process.  Human 
neuroimaging work has also shown that food intake and drug use trigger similar brain 
activity.87 This biological vulnerability to ultra-processed foods is especially concerning for 
children as they have even stronger preferences for sweet foods than adults.88–90 
 
Further, childhood is a period when industry works to develop brand loyalty. Marketing and 
early exposure to ultra-processed foods also shapes children’s taste expectations and 
preferences for unhealthy products starting at a young age.17,90 The key question is whether 
these ultra-processed, palatable foods hijack the brain in ways that create a public health 
menace. The discovery that nicotine was addictive strengthened support for tobacco control 
policies such as taxation and restrictions on advertising to youth.91 If science finds that some 
foods may trigger an addictive process, it could shift public opinion about the role of policy 
in addressing obesity.   
 
There are also significant biological barriers to losing excess weight once its gained. Changes 
in brain chemistry, metabolism, and hunger and satiety hormones during weight loss attempts 
make it difficult to shed and keep off weight.92 This can prompt a vicious cycle of failed 
dieting attempts perpetuated by strong biological resistance to rapid weight loss, the re-
gaining of weight, and feelings of personal failure at the inability to sustain a weight loss 
goal. This sense of failure then makes individuals more vulnerable to promises of quick fixes 
and minimally regulated claims appearing on weight loss products.  
 
Psychological Vulnerabilities 
 Psychological research has illuminated the many ways in which we are influenced by food 
choice architecture (the context in which people make dietary decisions),93 including the 
serving size of containers, the placement of food items in supermarkets, the pricing of 
products, and the promotional strategies used to market foods.94 The food industry is 
incentivized to design choice environments that promote consumption of foods of poor 
nutritional quality, which tend to be the highest profit margin products. These environmental 
forces are varied, subtle, and very influential94,95 because they leverage psychological biases 
in favor of overeating.  For example, people have a strong tendency to stick with default 
options.96 This is illustrated by higher organ donation participation in countries that 
automatically enroll people as donors, with the option of opting out, versus countries where 
people must opt-in to be a donor.97 This psychological bias is exploited by current food 
defaults such as large portion sizes at restaurants, which promote overeating.98,99 Despite 
consumers’ desire for smaller portions, customers rarely depart from the status quo by asking 
for less food.100 
 
Social and Economic Vulnerabilities 
Social vulnerabilities are also exploited in many modern environments. Societal shifts in 
family roles and the entrance of women into the full-time labor force increase the appeal of 
restaurant and other ready-to-eat foods that are quick and convenient, but less healthy than 
home-cooked meals.101 In high-income countries, energy-dense, nutrient-poor foods tend to 
be inexpensive,102 and low-income neighborhoods are saturated with the availability of 
unhealthy options.103,104 In addition, food and beverage companies engage in targeted 
marketing of specific groups, including adolescents and children, racial/ethnic minority 
groups and those in low-income neighborhoods.105,106 These socioeconomic issues expose the 
difficulty of exercising personal responsibility for food choices in certain contexts.    
 
Taken together, it is clear that the existing environment interacts with these vulnerabilities in 
problematic ways that have promoted overconsumption of ultra-processed foods. Thus, the 
debate that seeks to place blame on either the environment or the individual, is more 
productively re-framed by acknowledging that environmental influences that exploit 
individuals’ vulnerabilities can make it difficult for people to make decisions that make them 
healthier. 
 
Papers in the Series 
In this first paper, we have proposed that the debate over individual choice versus 
environmental influence be re-framed as the interaction between the two. We frame obesity 
as a problem driven largely by environmental influences that undermine the self-regulatory 
capacity people have to make responsible decisions about diet and physical activity.  
 
The second paper in this Lancet series by Hawkes et al.17 also challenges the dichotomy 
between a traditional public health perspective (which identifies food systems, food 
environments, and the food industry as the leading cause of obesity) and an individual 
perspective (which argues that consumer preferences drive unhealthy food consumption; the 
market simply produces what consumers want). The authors discuss the ways in which the 
food, social and information environment influence the development of preferences and the 
ability of people to express existing preferences, advocating for policies that take both into 
account.  
 
The paper by Huang and colleagues107 builds on this broad theme by interrogating the false 
dichotomy that either top-down (e.g., government) or bottom-up (e.g., grassroots) solutions 
are needed. Public health experts and policy makers tend to focus on top-down solutions 
(what policies can we pass now to alter the environment and improve health?), which treats 
the individuals as passive recipients of information and change.  However, the reality is that 
many policy efforts lack political support, and although the passage of policies is critical, 
there is also a need to mobilize policy action from the bottom up. Huang and colleagues focus 
on bottom-up strategies that view individuals as active agents that can change their 
environments.  
 
Lobstein and colleagues108 focus their paper on childhood obesity, showing global increases 
in prevalence, with recent, steep increases in low- to middle-income countries. Their paper, in 
part, explores the tension between prioritizing under- vs. over- nutrition in policymaking. 
Many countries, communities, and even households struggle with the co-existence of 
individuals who are starving and those who have excess weight. Yet those who focus on 
addressing under-nutrition and those who focus on obesity think about the problems in 
different ways and advocate for different policy approaches, despite very similar goals. This 
suggests a need for solutions that target both issues simultaneously.  
 
In the fifth paper, Dietz and colleagues109 focus on treatment approaches for weight loss and 
maintenance. They also note the tension between investing in obesity prevention (with its low 
costs but long term benefits) or obesity treatments (with its shorter term gains but higher 
costs). They argue that reducing global obesity will require a combination of effective, 
compassionate healthcare coupled with policy and environmental changes to both support 
those who have lost weight and prevent population weight gain. They also note the power of 
doctors and health professionals as advocates for prevention and societal approaches. 
 
The final paper in the Series by Swinburn et al., focuses on accountability systems for 
ensuring action on obesity and healthy food environments.11 Classically this has been framed 
as being the responsibility of government (to enact food policies), the food industry (to 
produce healthier foods) or consumers (to demand healthier foods). The authors shift the 
debate from responsibility (a one party declaration of obligation) to an accountability 
framework where the obligations are between two or more parties. In the authors’ analysis, 
there are many opportunities for parties to hold each other to account within the spectrum 
from government regulation (the highest accountability but strongly contested) to voluntary 
industry codes (which have very little evidence of impact). In particular, quasi-regulatory 
approaches hold some promise for progressing the impasse over the regulation versus non-
regulation dichotomy. 
 Conclusion 
The modest, but impressively challenging goal ahead is to prevent an increase in obesity 
prevalence. There is no question that obesity is a complex problem and meeting this goal will 
require substantial and urgent actions not only from governments, but from a range of actors. 
Through the Global Action Plan on Non-communicable Diseases, there are clear agreements 
on what strategies should be implemented and tested to address obesity, the challenge is how 
to implement the specific actions which make up those strategies. In this paper we have 
highlighted positive examples of multi-sectoral efforts to tackle obesity, but the progress is 
patchy and clearly not nearly enough. In this Lancet series, a number of priority action areas 
are described across many different systems. In addition, the papers examine some of the 
competing narratives where arguments and actions have become stuck and propose new ways 
of facing the problems and solutions. Major potential areas for progress have emerged from 
this examination and the multiple actors who can contribute to the solutions are urged to 
increase current efforts and take new steps so that the current patchy progress can turn into 
serious strides towards halting the obesity epidemic.  
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Figure 1. WCRF INTERNATIONAL NOURISHING FRAMEWORK:  
Food policy package for healthy diets and the prevention of obesity and diet-related 
Noncommunicable diseases17,18  
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e.g. Nutrient lists on food packages; clearly visible 
‘interpretive’ and calorie labels; menu, shelf labels; 
rules on nutrient and health claims 
O 
Offer healthy foods and set 
standards in public 
institutions and other 
specific settings 
e.g. Fruit and vegetable programmes; standards in 
education, work, health facilities; award schemes; 
choice architecture 
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Use economic tools  
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and purchase incentives 
e.g. Targeted subsidies; price promotions at point of 
sale; unit pricing; health-related food taxes 
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and other forms of 
commercial promotion 
e.g. Restrict advertising to children that promotes 
unhealthy diets in all forms of media; sales 
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e.g. Reformulation; elimination of trans fats; reduce 
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